
AUTHORIZATION TO CONSENT TO TREATMENT OF A MINOR 
 
Name of 
minor(s)____________________________________________________________________________ 
 
 
I,_____________________________ (parent, guardian, managing conservator) giving consent, authorize 
medical treatment of the above named minor(s) to include, without limitation, x-ray examination,  
anesthesia, medical, dental or surgical examination or treatment, general hospital care or first aid. No 
prior determination of life-threatening emergency or danger of serious or permanent injury resulting from 
the delay of treatment need be made under this authorization. The possession of this authorization by an 
adult is evidence that the adult has care and control of the above named minor(s).  I will indemnify and 
hold harmless from any expenses or claims of any nature any entity which provides or causes to provide 
examination, treatment, first aid or hospital care pursuant to this authorization and conditionally agree 
to make or cause to be made, by assignment of third party benefits or otherwise, full and complete payment 
for such examination, treatment, first aid or hospital care. I will additionally hold harmless any adult in 
charge for any treatment decision.   I am the person having the power to consent to this authorization. This 
authorization shall remain in effect for as long as the minor(s) is involved in Royal Rangers activities. This 
authorization shall also be applicable to conditions arising during transportation to and from church 
activities.   I have no religious scruples against any standard medical treatment. 
 
Name & signature of person giving consent _____________________________________ Date_________ 
 
Mailing address _____________________________________ City__________________  Texas, 
 
Zip _____________   Home tel.______________________ Bus. tel.______________________  
 
Emergency Tel.___________________  
 
Minor(s) IS_____ IS NOT_____ covered with medical insurance ? 
 
Insurance Company____________________________________ Policy no._________________ 
 
Principle insured &  S.S.No. ______________________________________________________ 
 
Family Physician __________________________________________ tel.__________________ 
List minor(s) name, birthdate, social security no. 
 
Name____________________________Birthdate____________________SS#______________________ 
 
Name____________________________Birthdate____________________SS#______________________ 
 
Name____________________________Birthdate____________________SS#______________________ 
 
Name____________________________Birthdate____________________SS#______________________ 
 
South Texas District Royal Rangers 
 
Notary information: 
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